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It is clear that laparoscopic renal surgery has significant advantages over open renal surgery. However,
current data on whether these benefits carry over to the elderly are less robust. The objective of this study
was to compare the perioperative parameters of laparoscopic nephrectomy and nephroureterectomy in
patients aged 70 and over versus those under 70 years of age. The new scoring system, the “E-PASS”
(estimation of physiologic ability and surgical stress) was also studied. This scoring system predicts the post-
surgical risk by quantifying the patient’s reserve and surgical stress. E-PASS comprises the perioperative risk
score (PRS), the surgical stess score (SSS), and the comprehensive risk score (CRS) that is determined using
the other two scores. Between January 2006 and December 2009, a total of 55 patients who underwent
laparoscopic renal surgery met the study inclusion criteria. The perioperative parameters were comparable
in the younger patients and the older patients, including SSS, the postoperative complication rate, the
operation time and the hospital stay. Laparoscopic renal surgery is feasible and well tolerated in elderly
patients, with a low perioperative morbidity and surgical stress. Further examination on the E-PASS
scoring system for application to urologic surgery was considered to be necessary. Age alone should not
exclude elderly patients from definitive treatment at the outset.
(Hinyokika Kiyo 57 : 603-606, 2011)








唱する E-PASS scorring system（以下 E-PASS) が手術
侵襲を客観的に評価する指標として有用か検討し
た1)．





腎腫瘍の場合は助手用のポートから約 4 cm 頭側へ切
開を加え摘出し，腎盂尿管腫瘍の場合は鏡視下で尿管
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Table 1. Equation for estimation of physiologic
ability and sugical stress (E-PASS) scores
1. Preoperative Risk Score (PRS)
PRS＝− 0. 0686＋ 0. 00345X1＋ 0. 323X2＋ 0. 205X3＋
0.153X4＋0.148X5＋0.0666X6
X1, age ; X2, presence (1) or absence (0) of severe heart
disease ; X3, presence (1) or absence (0) of severe pulmonary
disease ; X4, presence (1) or absence (0) of diabetes mellitus ;
X5, performance status index (0-4) ; X6, American Society of
Anesthesiologists Physiological Status Classification (1-5)
Severe heart disease was difined as heart failure of New York
Heart Association Class III or IV,or severe arrythmia requiring
mechanical support. Severe pulmonary disease was defined as
any condition with a ％ VC of less than 60％ and/or a FEV
1.0％ of less than 50％. Performance status index was based on
the definition by Japanese Society for Cancer Therapy
(VC, vital capacity ; FEV, forced expiratory volume)
2. Surgical Stress Score (SSS)
SSS＝−0.342＋0.0139X1＋0.0392X2＋0.352X3
X1, blood loss/body weight (g/kg) ; X2, operation time (h) ;
X3, extent of skin incision (0 : minor incisions for laparoscopic or
thoracoscopic surgery (including scope-assisted sugery) ; 1 :
laparotomy or thoracotomy alone, 2 : both laparotomy and
thoracotomy
3. Comprehensive Risk Score (CRS)
CRS＝−0.328＋0.936 (PRS)＋0.976 (SSS)











Number of patients 29 26
Gender (male/female) 19/10 22/4 0.2248
Side (rt/lt) 20/9 16/10 0.6369
RCC/UC 4/16 15/11 0.3671
BMI 22.3±3.9 22.6±4.0 0.6673
Time (min) 288.7±70.7 268.7±62.5 0.3853
Blood loss (ml) 91.7±106.3 44.8±73 0.038
Oral intake (days) 1.6±0.8 1.5±0.6 0.9127
Ambulation (days) 1.2±0.6 1.1±0.3 0.6982
Hospital stay (days) 14.6±3.8 15.1±6.8 0.238
Narcotic reqirement 1.4±1.9 2.9±2.1 0.046
CRP (μg/ml) 4.4±1.6 4.7±2.0 0.9328
PRS 0.4±0.2 0.3±0.1 0.047
SSS −0.1±0.1 −0.2±0.1 0.3408
CRS −0.1±0.1 −0.2±0.1 0.0445
ΔCr 0.3±0.2 0.6±0.7 0.0075
Complication (％) 4 (13.8) 4 (15.4) 0.9597
Perioperative mortility
rate (％) −0.3±0.3 −0.2±0.3 0.0272





Age 0.4042 0.0415 0.0178
Blood loss 0.0481 ＜0.0001 ＜0.0001
Ambulation 0.9391 0.0006 0.0017
Hospital stay 0.6291 0.0022 0.0079
Narcotic reqirement 0.9399 0.0002 0.0004
CRP 0.933 ＜0.0001 ＜0.0001
Perioperative mortility 0.1004 ＜0.0001 ＜0.0001
差を認めなかった．在院死亡率については両群ともに






肺 2例，尿閉 1例，皮下気腫 1例），若年者 4例（透
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Table 4. A review of recent publications
References Group : age (years)/(n) Procedure





















20-59 (220) VS 60-69
(239) VS 70＜ (276) opNx No difference Similar
Guzzo,












et al.12) 70≤ (16)VS ＜70 (559) opNx
Operative
mortality Age
Lai, et al.13) 70≤ (45) VS ＜70 (110)
lapNx/hand-assisted
lapNx Initial ASA Hospital stay
Similar (11％
VS 8％)
Our case 70≤ (29) VS ＜70 (26) lapNx/lapNxUx PRS, CRS Similar (13. 8％15.4％)
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